Diagnostic status
One of the reasons why childbirth-related psychiatric disorders attract little attention in general adult psychiatry may be that officially they do not exist. From ICD-7 and DSM-I onwards the special category of postpartum disorder disap peared.
The prevailing view is expressed in ICD-10, which states that "the clinical picture of puerperal psychosis is so rarely if ever reliably distin guishable from affective disorder or schizophrenia that a special category is not justified". This view largely results from earlier studies which showed that both the family history of affective disorder and the subsequent rates of affective illness in women who suffered from puerperal psychosis was similar to those who suffered from such an illness outside of childbirth. Childbirth was therefore seen as a life event, provoking illness in a vulnerable group, and any distinctive clinical characteristics were seen as pathoplastic effects of childbirth. However, Kendell et al (1987) argue that this does not explain the dramatic increase in risk, particularly in the first 90 days following childbirth. Other studies (Kadrmas & Winokur, 1979; Dean, 1989; Cooper & Murray, 1995) have suggested that women who have a first episode of severe affective illness following childbirth may have a greater risk of developing a further episode of illness following subsequent childbirths, and a lower order of risk following non-puerperal events.
Future research may reveal that there are two groups of women who become mentally ill following childbirth, those whose mental illnesses are only provoked by childbirth and those for whom childbirth is one of many events which may provoke such an illness. In the meantime it would seem reasonable to define postnatal psychiatric disorder as a new episode of mental illness which arises in temporal relationship to childbirth. It should be classified according to ICD-10 or DSM-FV in a non-postpartum category but should receive an additional classification of a psychiatric disorder associated with childbirth.
Most of the studies referred to in this text, using standardised and operational clinical criteria, place postpartum psychiatric disorder within the spectrum of affective disorders. However, these diagnoses do not do justice to the condition's heterogeneity, lability and complexity, particularly with regard to postpartum psychoses. First-rank Symptoms of schizophrenia are often present (Kadrmas & Winokur, 1979) and may be sufficient to result in categorisation of the illness as 'schizoaffective'.
Childbearing can therefore be seen to pose a major risk to the mental health of women who are previously well. This risk is particularly high in Western societies for first childbirth.
Postnatal affective disorder

Depressive illness
A substantial proportion of the excess depressive morbidity in young married women is accounted for by childbirth. Ten per cent of women suffer from a postnatal depressive illness (DSM-III-R major depression). Between 3 and 5% of all women would satisfy the criteria for moderate to severe depressive illness following childbirth, which represents an increase in risk estimated between five and ten-fold (Cox, 1993) .
Puerperal psychosis
It is now well established that two out of every thousand women delivered are admitted to a psychiatric hospital suffering from puerperal psychosis. It is remarkable that the incidence has remained broadly constant for over a century and in different countries (Kendell et al, 1987) . It is likely therefore that this incidence will be the same in the future. This figure represents a dramatic increase in risk compared with non-childbearing women (Kendell et al, 1987) , but nonetheless admission for puerperal psychosis remains relatively rare. Studies reveal that a further two per thousand women delivered are admitted to hospital suffering from non-psychotic conditions (Kendell et al, 1987; Meltzer & Kumar, 1985) . Not only is the rate of admission to psychiatric hospitals following childbirth increased but also the rate of referral to psychiatric services (Oates, 1988; Kendell et al, 1987) . Kendell has estimated the risk of a woman developing a bipolar illness in the first 90 days following delivery as a 16-fold increase over lifetime risk and of being admitted with a psychotic episode as being a 32-fold increase in relative risk. The risk of a woman being referred to a psychiatrist in the year following childbirth is five times greater than at other times in her life (Oates, 1994) .
The majority of admissions for psychosis take place within 16 days of delivery and presentations of severe illness within 90 days. Risk is therefore highest in the first three months following delivery.
Risk and prenatal psychiatric disorder
The risk of becoming ill following childbirth posed by a previous history of psychiatric disorder (puerperal or non-puerperal) will be discussed under risk factors. This section considers the risk to the mental health of a woman who is already suffering from a psychiatric disorder, or receiving treatment for it, at the time of conception, i.e. women with chronic or recurrent mental illnesses. This group of illnesses therefore encompasses the entire range of psychiatric conditions that afflict women during their reproductive life span. Apart from depression and anxiety (see review by Kumar, 1985) , the prevalence of a given condition in pregnancy is the same as it is in the general agematched female population. Some epidemiological studies (Kendell et al, 1976) even suggest that there may be a slight reduction in the prevalence of mental illness, as judged by contact rates with psychiatric services during pregnancy, including contacts for deliberate self-harm. Obvious excep tions are disorders like anorexia nervosa, which reduce fertility. Schizophrenia has also in the past been associated with reduced fertility (a contri bution being made by neuroleptic medication). However, the effects of 'normalisation' of this group of patients, inherent in the move towards community care, may result in an increase of reproductive activity. Women with chronic or episodic mental illness who become pregnant are the poor relations of those who develop postnatal disorders in terms of the amount of research effort and service provision they receive. It is common for a woman who is severely mentally ill to remain as an in-patient on a general adult psychiatric ward until she starts labour, following which her infant is usually cared for by others.
Manic depressivepsychosis
Woman with multiple episodes of bipolar disorder are probably not at increased risk of a deterioration in their state during pregnancy, in contrast to their marked increase in risk of having a puerperal relapse, now estimated as high as one in two (Wieck et al, 1991; Marks & Wieck, 1992) . This risk may be even higher if the woman has been predominantly manic.
Chronicschizophrenia
Schizophrenic patients do not experience rates of recurrence or exacerbation of their illnesses during pregnancy or following childbirth comparable to those suffering from bipolar disorder (Kendell, 1987) . However, this is probably only true if their maintenance neuroleptic medication is continued. The main problem facing these women is the effect of the inevitable stresses and high expressed emotion of childbearing on their mental health and their capacity to meet the needs of their infant (see below). Although the risk of relapse of a serious chronic or recurrent mental illness is not increased during pregnancy, such a relapse will have major impli cations for both the developing foetus and the newborn infant. Disturbed behaviour may severely compromise antenatal care and pose a direct and indirect risk to the baby through self-neglect, substance abuse, poor nutrition and hygiene, concealed pregnancies and unassisted delivery. In a small minority of cases, conception may occur whilst a patient is acutely psychotic, because of altered judgement or the ability to consent. In such cases the resultant distress may cause a deterio ration in mental health. 
Puerperalpsychosis
The most consistent findings from research are a family history of severe affective disorder and a prior history of psychiatric disorder. These patients are not otherwise distinguishable from the normal obstetric population. Studies from Western countries report first-time (probably emergency) caesarian section as a risk factor for puerperal psychosis. It may be that high levels of obstetric concern during pregnancy and foetal loss are also risk factors. Some studies have reported a trend towards severe affective disorder being more common in women who are rather older and longer married at the time of their first pregnancy and therefore more likely to have had higher education.
Large scale studies have yet to be completed on the effects of new techniques, such as in vitro fertilisation, but the clinical impression from specialist services is that these women are more vulnerable to mental illness than women who conceive spontaneously.
Although some risk factors, such as previous severe unipolar or bipolar disorder or family history of severe affective disorder, pose a high degree of risk, approximately 80% of women with severe affective disorder following their first childbirth have none of these risk factors. The risk factors therefore only account for up to 20% of the variance of condition. Puerperal psychosis will take most women, their families and their caretakers by surprise.
The prevailing current opinion is that in the causation of puerperal psychoses, biological factors (including genetic factors) are likely to be as important if not more important than psychosocial and obstetric factors. The most plausible expla nation for these conditions is that the majority of them are a variant of bipolar disorder and that the women carry this genetically determined suscepti bility into childbirth, following which the illness is triggered by some factor. One recent explanation for this 'triggering' mechanism is that such patients develop a hypersensitivity of the central 02 receptors, which may be related to the effects of oestrogen withdrawal on the function of the dopamine systems. Other steroid hormones have also been implicated (Wieck, 1989) .
Non-psychotic postnatal depressive illness
Research findings suggest that psychosocial factors are at least as important, if not more important, than biological factors in the causation of major depressive illnesses in the puerperium. However, there may be a subgroup of patients for whom biological factors are in the ascendancy. They present within the first four weeks after birth with very severe postnatal depressive illnesses, comprising one-third of all referred severe depressive illnesses (Kendell et al, 1987; Oates, 1988) .
The risk factors for mild depressive illness, dysthymia and adjustment problems in the puerperium include youth, being single, recent marriage, social adversity, recent life events, psychiatric history, lack of a female confidante, ambivalence about the baby, previous miscarriage or termination of pregnancy. It has been suggested by Elliott (1989) that women who have several of these risk factors suffer from twice as much postnatal depressive illness as those who do not. However, the majority of women who suffer from postnatal depressive illness following their first childbirth will not have been predicted, and the majority of women with identified risk factors will not go on to suffer from postnatal depression. Because these risk factors are relatively non specific and widely found in the population they are useful for targeting groups of people for special resources rather than for predicting individuals at risk.
Risk management
One of the main purposes of identifying risk factors for the development of common and serious illnesses is to be able to reduce risk to future maternal mental health and the developing child. If possible, this primary prevention would be an unusual if not unique event in psychiatry.
Puerperal psychosis and postpartum relapses of bipolar disorder
Women at high risk of severe affective disorder, and in particular puerperal psychosis, can be identified at the booking clinic by virtue of a prior history of bipolar disorder (postnatal or non- A woman with a personal history of affective psychosis should be referred during her pregnancy to a psychiatrist with a special interest. This, at the very least, offers the psychiatrist a unique opportunity to know the patient when well and to engage in forward planning. It will also enable those caring for the patient, both professionals and family, to be alert and after delivery to watch for the early signs of the illness and to ensure prompt and appropriate treatment (secondary prevention).
At best it offers the opportunity to engage in prophylactic treatment (primary prevention). Lithium carbonate, started on the first postpartum day, and aiming at a therapeutic level between day 3 and day 5, may prevent the onset of postpartum affective psychoses (Kadrmas & Winokur, 1979; Stewart et al, 1991) . However, this remains to be confirmed by randomised controlled trials. Alternatives, particularly for breast-feeding mothers, include using small doses of neuroleptic medication such as haloperidol or chlorpromazine. This regime should also begin on the first postpartum day. The findings of Wieck et al (1991) suggest a rationale of avoiding the postpartum drop in oestrogen levels. A trial of transdermal oestrogen in the prevention of recurrent postpartum psychosis is under way (Henderson et al, 1991) . The use of progesterone, given intramuscularly before birth and rectally for a period of time afterwards, has much popular support (Dalton, 1985) . However, neither its scientific basis or clinical effectiveness have been confirmed by others.
Postnatal depression
Primary prevention
For those women with a previous history of early presentation of severe postnatal depressive illness it might appear rational to engage in primary prevention, using hormonal or psychotropic medication. However, there is no evidence from randomised control trials to support this strategy. Nonetheless, women who have suffered from a previous episode of postnatal depression will approach their general practitioners for advice on the possibility of avoiding it after their next baby. In such cases it would be reasonable to start these women on a small dose of a suitable antidepressant (tricyclic if breast-feeding), gradually increasing the dose to therapeutic range. Progesterone prophy laxis (Dalton, 1985) is popular but not of proven efficacy.
In milder cases of postnatal depression it is generally assumed that psychosocial factors play the major role. A study of the effects of psych ological intervention (modified antenatal classes) during pregnancy in an identified 'at-risk' population (Elliott, 1989 ) revealed a reduced rate of postnatal depression at three months, compared with those at-risk women who received standard care. While these findings have yet to be replicated, they suggest that relatively simple intervention might reduce risk.
Secondary prevention
This is a practical possibility. The postnatal examination carried out on all women in the United Kingdom at six weeks after birth should include either a brief routine clinical examination to detect depressive illness or the use of the Edinburgh Postnatal Depression Scale (Cox & Holden, 1987) . Such a strategy would go a long way towards detecting the 10% of women likely to be suffering from postnatal depressive illness and would ensure early treatment of this condition, thus reducing avoidable and prolonged psychiatric morbidity and limiting the consequences for the child. Such early treatment for the more severe cases would include antidepressants and, for the less severe cases, nondirective counselling or a cognitive psychotherapeutic approach (Ellliott, 1989; Cooper & Murray, 1993) . A better understanding of the numerous psychosocial risk factors for the development of postnatal depressive illness would enable obstetricians, midwives, health visitors and general practitioners to be more aware of the vulnerable patients that they treat and more alert to the early signs of the illness, as well as to the possibility of reducing certain risk factors, should this be possible.
Pre-existing psychiatric disorder
One of the most important aspects of risk reduction is an awareness on the part of general adult psychiatrists that women with severe affective disorder or enduring mental health problems might become pregnant. Discussing contraception and the likely effects of pregnancy, not only upon their mental health but also upon their capacity to care adequately for their child physically and emotionally, should be part of ordinary psychiatric practice. Women with bipolar disorder are at particularly high risk of becoming psychotic in the first few weeks following delivery. The lithium that many of them will be receiving to stabilise their mental state is potentially teratogenic. They should be advised to take contraceptives as long as they are taking lithium, to plan their conceptions carefully so that lithium can be withdrawn before they conceive and be restarted immediately following delivery.
Chronic schizophrenia
The risk for schizophrenic relapse during preg nancy, or in the early months following delivery, is low provided medication is maintained. Although there is no evidence that neuroleptic medication is teratogenic, there is no information about the long-term effects on the developing child of having received such medication in utero or through breast milk. The theoretical risk of dopamine blockade in the developing foetus has to be balanced against the practical risk of a maternal relapse in pregnancy and the puerperium. As there is some evidence (Ruben, 1987) that babies born to mothers on large doses of neuroleptic medication may suffer from both anticholinergic and extrapyramidal side-effects it would seem reasonable to reduce the neuroleptic medication to the lowest possible maintenance dose before delivery, increasing again after delivery.
The most tangible risk to a mother with chronic schizophrenia is the stress and high expressed emotion involved in raising a small child. Clinical impressions from Mother & Baby Units which offer an assessment programme for mothers with enduring mental health problems suggest that the outcome for mothers suffering from chronic schizophrenia is poor, particularly if they are single and suffer from social adversity. Most of them are unable to care for their children upon leaving the unit, necessitating their removal into care. In order to minimise the risks to both mother and infant it would seem sensible for all general adult psych iatrists managing fertile chronic schizophrenic women to include advice on contraception and pregnancy in their care programme approach, which will include a realistic appraisal of the woman's ability to meet the needs of her child. Her pregnancy should be collaboratively managed by the obstetrician and psychiatrist, with an early involvement of social services so that appropriate plans can be made for her and the infant's care following delivery. One such appropriate plan could be the admission of the mother/infant pair immediately following delivery to a Mother & Baby Unit. Skilled staff can then undertake an assessment of her ability to care for her infant and of her needs to continue this care in the community. Such an admission would also serve to provide the new mother with an understanding environment in which she can develop the best possible attachment to her child and the skills she needs to care for it (Appleby, 1993) .
Reduction of risk to children
The evidence of the adverse effects on the infant and child's well-being and development broadly comes from two different types of studies with different methodologies. The first follows up the children of large numbers of psychiatrically ill parents, using indirect outcome measures such as health statistics and parent and teachers' assess ments. Similar methods have been used for prospective studies of women identified in antenatal clinics, comparing the outcome of children of mothers with postnatal depression with those of well mothers. In general these studies reveal that there is an association between maternal psychiatric disorder and many parameters of childhood morbidity. Their findings support a view that the effects of maternal psychiatric disorder are strongly associated with social adversity and marital disharmony and that chronic disability and personality dysfunction are more important than single episodes of hospitalised major psychiatric disorder (Harder, 1980) . The second kind of study, usually involving smaller numbers, involves the direct assessment of mother/infant interactions and infant and child development using naturalistic observational techniques. Such studies consistently report the adverse effects of maternal depression on mother/ infant attachment, the infant's social and language development and later cognitive development at school. This effect is particularly marked in boys and again appears to be strongest when associated with social adversity and marital conflict (Stein, 1991; Murray, 1992) .
Child abuse
Suicide and infanticide are rare but occasional consequences of puerperal psychosis and profound postnatal depression. Very occasionally a child is killed as the direct result of a delusional state in its parents. Numerically these cases are insignificant when compared to the numerous cases of nonaccident injury in small children in the population as a whole. Few studies have examined the psychiatric status of abusing parents using standardised criteria. There is little evidence to implicate severe mental illness as a major contri butor to non-accidental injury in children. The most consistent findings implicate parental youth, prematurity, previous abuse of the parents themselves and in men a previous criminal record for violence. On the other hand, mild depression and anxiety is commonplace in mothers who have abused their children (Dates, 1987) .
The most important factors in the reduction of risk to both child and mother from mental illness are prompt detection, early intervention and vigorous treatment of the maternal psychiatric disorder. A lot of attention needs to be paid by those caring for the mother to her relationship with her child. Any specific problems with feeding, sleeping, the need for social support and marital work should be addressed.
Puerperal psychosis
Women who require hospitalisation following delivery should be admitted, if possible, to a specialist Mother & Baby Unit, where the skills to manage the mother/infant relationship and meet the needs of the child will be found.
Postnatal depression
The less severe illnesses will usually be treated in the community. While for serious depressive illness antidepressant medication will be a critical agent in recovery, for the less severe conditions psych ological treatments may be at least as effective as antidepressants (Holden, 1989; Murray, 1994) . Counselling using a cognitive-behavioural approach may be helpful for mother/infant relationships. For all types of psychiatric disorder where physical contact is encouraged between mother and child, verbal and social interaction and breastfeeding can help minimise the possibility of adverse sequelae. Although there is probably not an increased risk of child abuse in women with severe postnatal psychiatric disorder, complaints of irritability towards children and the expression by the mother of fears that she might harm her child should always be taken seriously, and discussions with the patient about her ability to care for her children and her feelings towards them should be part of every assessment. 
Multiple choice questions
